Introduction
Adolescents 11-20 years of age do not utilize physician services as frequently as other persons do. Among age groups of patients visiting office-based physicians in 1980 and 1981, adolescents 11-20 years of age had the lowest visit rate (figure 1). Although persons 11-20 years old constituted 17 percent of the population of the United States, they made only 11 percent of the office visits. However, this does not necessarily indicate a low incidence of illness for this group because they also had a higher incidence of acute conditions than older age groups in the population did. The low rate of office visits may be related to the self-limiting nature of most acute conditions that usually do not require as many return visits to the physician's office as chronic conditions do. This report examines the nature of the conditions presented by adolescents and the health care provided by office-based physicians. It is based on data collected in the National Ambulatory Medical Care Survey (NAMCS) during the 2-year period January 1980December 1981. NAMCS is a sample survey of office-based physicians conducted annually through 1981 by the National Center for Health Statistics. Data will be collected again in 1985. Because the estimates presented in this report are based on a sample rather than on the entire universe of office visits, they are subject to sampling variability. A brief description of the sample design and guidelines for judging the precision of the estimates are provided in the "Technical notes" at the end of the report. Definitions of key terms used in the survey also are provided.
Patient characteristics
Because of the many developmental changes patients [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] years of age undergo during this period of life, data on visit characteristics are presented for "early" adolescence, 11-14 years, and "late" adolescence, 15-20 years. Table 1 indicates that the latter group visited at a higher rate than the former, and, as in NAMCS data for other age groups, females 15-20 years of age visited at a higher rate than males the same age did. The visit rate for white adolescents exceeded that of black adolescents. Visit characteristics Table 2 includes data on the condition and management of adolescent patients, and the specialties most likely to provide their health care. For contrast, similar information is provided on visits by all other patients. As suggested in the introduction, adolescents tend to make proportionately fewer return visits to the same physician than other patients. About half their vkits were made by patients the physician had seen before, who to returning for care of old problems, compared with about 65 percent by returning patients in all other age groups. The higher than average proportion of acute problems as the major reason for visit reflects the higher incidence of acute conditions found in the adolescent population. Noniliness care is proportionately greater in late adolescence than in early adolescence because visits for prenatal care and gynecological examinations are more likely at that age. Table 3 shows the 20 most frequent reasons given by patients for their visits. Symptoms of acute illness such as cough, throat, or ear problems accounted for 13 percent of the reasons presented by the younger group. General medical examination and physical examinations for extracurricular activities and for school were reasons in 11 percent of visits. Acne, skin rash, allergy medication, and allergy, not otherwise specified, were also common reasons for visit for this group. Prenatal examination and acne account for about 15 percent of the visits by the older group. The juxtaposition of these two reasons provides some insight into the rapid changes that occur during adolescence.
The distinction between the health care needs of patients in the early and late stages of adolescence is also evident in the kinds of diagnoses rendered during their visits to physicians.
For the ))ounger group, diseases of the respiratory system (21 percent) was the leading diagnostic category, followed br diagnoses in the supplementary classification (chiefly examinations, 16 percent), and injury and poisoning (16 percent, table 2). For the older group, diagnoses in the supplementary classification (25 percent) were the most common, with diseases of the skin and subcutaneous tissue ranked second with 14 percent. Diseases of the respiratory system and injury and poisoning each accounted for 13 percent.
The developmental process is more clearly exemplified by an examination of the distribution of specific principal diagnoses. The 20 most frequent principal diagnoses are shown in table 4. The variability in the degree of maturation that is typical of adolescence is reflected by the two leading diagnoses made for patients 15-20 years of age: normal pregnancy (9 percent) and diseases of the sebaceous glands (chiefly acne other than varioliformis, 7 percent). Acne accounted for 8 percent of males' visits and 6 percent of females' visits, but the difference is not statistically significant. General medical examination is prominent on the list of diagnoses for each adolescent age group.
Gynecological examination and contraceptive management emerge as diagnoses in late adolescence.
Adolescents are more likely to visit dermatologists and less likely to visit internists than other patients are. It is not unexpected that visits to obstetrician-gynecologists were more likely during late adolescence (14 percent) than during the earlier period.
The diagnostic services and therapy likely to be utilized when adolescents visit office-based physicians do not differ considerably from those used when other patients visit (table 2).
The higher proportion of office surgery performed for adolescents than for other age groups was probably the result of the former's greater tendency to have injuries. Family planning was included in about 5 percent of visits by patients 15-20 years of age, a higher than average proportion. However, diet counseling was relatively less frequent than average. The importance of proper nutrition at this stage of life may need greater emphasis. Physicians also tend to make proportionately fewer blood pressure measurements for patients under 21 years of age than for those older.
One or more drugs were included in about 57 percent of adolescents' visits, and a single drug was more likely to be prescribed than were two, three, or more. NAMCS data indicate that multiple drug prescription is more likely to occur during visits by middle-aged and older patients than during those by younger patients. For these young patients, antibiotics, antihistamine drugs, skin and mucous membrane preparations, and analgesics and antipyretics accounted for over 60 percent of drug mentions (table 5). The specific drugs most frequently prescribed during their visits are listed in table 6 according to the drug name recorded by the physician on the NAMCS Patient Record form (the NAMCS data collection instrument).
The generic substances represented by these drugs are shown in table 7 with a description of their most common therapeutic uses.
Visits lasting less than 11 minutes were more likely for adolescents than for other age groups. About 46 percent of encounters with physicians by patients 11-14 years of age and 51 percent of those by patients 15-20 years of age were less than 11 minutes in duration, compared with 42 percent of those by all other age groups (table 2). In about 6 percent of the youngest group's visits, patients were not seen by the physician but by a member of the staff. This higher than average proportion of "0-minute" visits probably reflects the visits in wh.;ch patients were given allergy relief or shots (table 6).
The disposition of the visit is often related to the likelihood of acute or chronic conditions. Generally, patients with Sept. 1980 . 'Percents will not total 100.0 becaus4 more than 1 service or therapy may have been provided during a vsit. 3Viiits in which there was no facetoface encounter between patient and physician. 4Percents will not total 100 0 because more than 1 disposition was possible. ackinceded chronic conditions are more likely to be scheduled for return visits than are those with acute self-limiting conditions.
Because the youngest group (11-14 years) had proportionately more acute problems than other patients, they were also least likely to be told to return at a specified time. As table 2 shows, the proportion of visits that culminated with this instruction is higher in late adolescence than in early, but both soups have lower proportions of visits in which return visits were scheduled than other age groups did. BEST COPY AVAILABLE The estimates presented in this report are based on the findings of the National Ambulatory Medical Care Survey (NAMCS), a sample survey of office-based care conducted annually from 1973 through 1981 by the National Center for Health Statistics. The target universe of NAMCS is composed of office visits made by ambulatory patients to non-Federal and noninstitutional physicians who are principally engaged in officebased, patient-care practice. Visits to physicians practicing in Alaska and Hawaii are excluded from the range of NAMCS, as are visits to anesthesiologists, pathologists, and radiologists.
NAMCS uses a multistage probability sample design that involves a step sampling of primary sampling units ( PSU's), physicians' practices within PSU's, and patient visits within physicians' practices. The physician sample (5,805 physicians for 1980 and 1981) was scicztod from master files maintained by the American Medical Association and the American Osteopathic Association. Those members of the sample who proved to be in scope and eligible participated at a rate of 77.3 percent. Responding physicians completed visit records for a systematic random sample of office visits made during a randomly assigned weekly reporting period. Telephone contacts were excluded. During 1980 and 1981 responding physicians completed 89,447 visit records on which they recorded 97,796 drug mentions. Characteristics of the physician's practice, such as primary specialty and type of practice, wae obtained during an induction interview. The National Opinion Research Center, under contract to the National Center for Health Statistics, was responsible for the field operations of the survey.
Sampling errors and rounding
The standard error is a measure of the sampling variability that occurs by chance because only a sample, rather than the entire universe, is surveyed. The relative standard error of an estimate is obtained by dividing the standard error by the estimate itself and is expressed as a percent of the estimate. In this report, any estimate that exceeds a relative standard error of 30 percent is marked with an asterisk. Table I should be used to obtain the relative standard error tor aggregates of office visits or for mentions of drugs by specific name (for example, Darvon). Table II should be used to obtain the relative standard error for drug mentions expressed as drug groups (for example, the analgesic drug family).
In this report, the determination of statistical significance is based on the t-test with a critical value of 1.96 (0.05 level of significance). Terms relating to differences, such as "higher" or "less," indicate that the differences are statistically significant. Terms such as "similar" or "no difference" mean that no statistical significance exi tts between the estimates being compared. A lack of comment in a comparison between any two estimates does not mean that the difference was tested and was not significant.
In the tables of this report estimates have been rounded to the nearest thousand. For this reason, detailed estimates do not always add to totals, 
EXAMPLE OF USE OF TABLE:
An aggregate estimate of 30.000.000 drug mentions has a relative standard error of 7.0 percent or a standard error of 2.100.000 mentions (7.0 percent of 30,000,000 mentions).
Definitions
An office is a place that physicians identify as a location for their ambulatory practice. Responsibility for patient care and professional services rendered in an office resides with the individual physician rather than an institution.
A visit is a direct personal exchange between an ambulatory patient seeking health care and a physician, or staff member working under the physician's supervision, who provides the health services. 10 ackenoodata A drug mention is the physician's entry on the visit record of a pharmaceutical agent ordered or provided by any route of administration for prevention, diagnosis, or treatment. Generic as well as brand-name drugs are included as are nonprescription as well as prescription drugs. The physician records all new drugs and also records all continued medications if the patient is specifically instructed during the visit to continue the medication.
An acute problem is a morbid condition with a relatively sudden or recent onset (within 3 months of the visit).
I
A chronic problem is a morbid condition that existed for 3 months or longer before the visit. The care indicated is of a regular, maintenance nature.
A chronic problem flareup is a sudden exacerbation of a preexisting chronic condition.
Nonillness care denotes health examinations and care provided for presumably healthy persons. Examples of nonillness care include prenatal and postnatal care, annual physicals, wellchild examinations, and insurance examinations. 
